Injectable heroin has been shown to be more effective than oral methadone in the treatment of chronic opiate addiction in repeated studies.
Oral methadone has remained the most common method of treatment for opiate addiction in the UK. Although a range of treatment options for opiate addiction are available in the UK, 5-10% of people receiving treatment for opiate dependence do not respond to standard care. These people represent a more complex group, with a mean length of time taking opiates of 17 years, having received treatment for an average of 10 of those years. Moreover, 73% have spent some time in prison and 95% are unemployed. 2 Injectable heroin has been a medical treatment since Bayer first released it as the trade name for the drug diamorphine in 1898. 8 It is a potential treatment alternative to oral methadone, but in the UK it can only be prescribed by a small number of registered general practitioners who require a Home Office licence.
As a result of a range of uncertainties about the further implementation of injectable heroin in the UK, the Randomised Injectable Opiate Treatment Trial (RIOTT) was established, led by the Institute of Psychiatry and Professor John Strang. The results showed that the primary treatment outcome was significant and effective, with 72% of participants randomised to injectable heroin returning a negative urine sample for street heroin in greater than 50% of samples at 14-26 weeks after starting treatment compared with 27% in the oral methadone group and 39% in the injectable methadone group. 9 However, in terms of value for money the results are less clear, as injectable heroin is four times the cost of oral methadone. This is partly due to the cost of the medication, but also because of the additional dispensing and supervision costs with an emphasis on ensuring that the heroin does not enter the illicit street market. 2 Assessing the value for money of the treatment of drug misuse has an additional complexity given that the dialogue about appropriate resource allocation can sometimes play out more in the public than the scientific arena: debates about drug policy have a tendency to follow public opinion rather than the evidence base. 1 The limitations of randomised control trials Randomised controlled trials (RCTs) are considered by many as the gold standard in research, as the random allocation to treatment or control group is one of the best ways to reduce bias in research and give us the answers we are looking for. However, it Injectable heroin -effective treatment for opiate misusers, but is it cost-effective?
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Summary Implementation of injectable heroin treatment for patients with chronic heroin dependence unresponsive to oral methadone maintenance treatment has stagnated, even though the evidence for its effectiveness in this population continues to accrue. This is due to a range of political and environmental factors, not least of which is the cost of the treatment. The article by Byford et al in this issue of the Journal goes some way to increasing the evidence base for the cost-effectiveness of injectable heroin treatment compared with other treatment options. Questions still remain though about the funding implications for government departments, commissioners and providers, given that the sector that is responsible for the majority of the cost, healthcare, is not the same sector that sees the majority of the cost savings, criminal justice. is important to note that RCTs do have limitations, particularly in terms of making judgements about the results emerging from the perfect, protocolised environment of an RCT. RIOTT was designed as the optimum trial of the efficacy of injectable heroin and therefore it was not a typical drug treatment service found in the less perfect world of the drug treatment sector. Moreover, the aim was to detect a significant difference between treatment groups in the use of street heroin. Although one can infer that a reduction in the use of street heroin might be instrumental in reducing the probability of other negative health, criminal justice and social outcomes, the study was not designed to detect a difference between treatment groups for these outcomes. The economic evaluation published in this issue of the Journal is of value in that it provides a mechanism for pooling information across a wider range of outcomes into a 'cost per outcome gained' ratio. The aim of the analysis is then to answer the broader question: given the range of benefits seen by reducing the use of street heroin, is the extra cost of injectable heroin balanced by benefits seen in the individual, specifically patients' mortality and morbidity, but also through reduced costs in the community, most notably in the criminal justice system?
Health and criminal justice outcomes in economic evaluations
Most health economic evaluations are for interventions where the costs and outcomes are realised within the healthcare sector, sometimes extending as far as social care. An increased recognition of the need to ensure that limited government resources are spent on cost-effective interventions has seen an increase in the number of economic evaluations not just in healthcare, but also in education and other government agencies. This has resulted in a new level of complexity in the interpretation of a cost per outcome gained result, in particular the cost per quality-adjusted life-year (QALY), as used in Byford et al's analysis. This is because mortality and morbidity, the foundation of the QALY calculation, may not represent an outcome of interest, for instance in education, or may not cover all of the outcomes of interest, as in the treatment of opiate addiction. There are also implications for commissioners and providers of services who are responsible for the cost of the service but do not see all of the benefits. In the treatment of opiate addiction this is particularly challenging given that, as shown by Byford et al, injectable heroin and methadone were only costeffective compared with oral methadone if criminal justice costs were included.
Who pays and what are the policy implications?
This leaves the government in a quandary about how to demonstrate the health and social care benefits of an expensive treatment delivered and funded within a healthcare setting, although there are clearly the financial and social benefits of reducing crime. In terms of injectable heroin specifically, the next step is not necessarily more research, but building on existing research. The evidence available on injectable heroin for this population should be synthesised away from a gold standard, as used in RIOTT, and into a simpler treatment model that better reflects treatment in a real-world service to see whether this has an impact on the cost-effectiveness of injectable heroin. Any new analyses should incorporate additional evidence of outcomes associated with longer follow-up and the findings of other published trials. The budget impact on government departments, providers and commissioners will also be an important consideration if the implementation of injectable heroin is ever to be more widespread. Either way, there is a consistent, strong argument for including criminal justice sector costs in cost-effectiveness analyses of illicit substance misuse treatments, even if the implications for commissioning drug treatment are unclear. Until then, policy and cost challenges remain for achieving wider roll out of what has been extensively demonstrated as a more effective treatment option for people with chronic opiate dependence unresponsive to oral methadone.
